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diary study of sexual minority women
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Background: Ecological momentary assessment (EMA) methods can be used to remotely assess physical
and mental health in daily life for hard-to-reach, marginalized, and geographically dispersed populations in
the U.S., such as sexual minority women (e.g., lesbian, bisexual). However, EMA studies are often complex,
and engaging participants from afar can be a challenge. This study experimentally examined whether adding
videos to written recruitment materials would improve consent rates, reduce dropout rates, and improve
survey completion rates for an online daily diary study.
Methods: As part of a 2-week study of same-sex female couples’ health, 376 women ages 18–35 were
recruited from across the U.S. using a market research firm. Couples were randomized to an introductory
information condition (written + video materials or written-only materials) prior to informed consent.
Results: Overall, 97.1% of eligible women reviewed introductory materials and of these 96.7% consented;
consent rates did not differ by condition (written + video: 97.1%, written-only: 97.1%). Dropout rates were
low (5.4%) and survey completion rates were high (90.4% of surveys completed); there were no group
differences for study dropout (written + video: 3.6%, written-only: 7.0%) or survey completion (written +
video: 92.5%, written-only: 88.4%). Data from women randomized to receive videos indicated more than
half (53.3%) did not watch any of the five videos in full. However, among those who viewed the videos,
time spent watching videos, watching more videos in full, and watching at least one video in full were each
positive associated with survey completion rates.
Conclusions: In summary, we had high consent rates, low dropout rates, and high survey completion
rates regardless of video instructions. Although sexual minority women can be hard to reach, our potential
participants appeared highly motivated to take part in research, and thus video recruitment materials were
not necessary to improve participation. Future experimental research to maximize EMA study design and
implementation could be important for populations less inclined to participate in EMA studies, or who are
less familiar with research.
Keywords: Sexual minorities; women’s health; ecological momentary assessment (EMA); training activities;
compliance
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Introduction
Ecological momentary assessment (EMA) has emerged as a
methodology that allows researchers to examine thoughts,
feelings, and behaviors in real-time. The term EMA is used
to describe a range of assessment methods that involve
collecting data one or more times throughout the day over
a specified time period (typically days or weeks). As mobile
technology has advanced, self-report EMA data collection
is often accomplished using small electronic devices, such as
smartphones. The benefits of EMA are discussed at length
elsewhere (1-5), but in brief, EMA has several advantages
over cross-sectional and traditional longitudinal designs: it
minimizes recall bias in self-report assessments, provides data
to examine both between- and within-person differences
and temporal associations, and maximizes the ecological
validity of the data being collected by allowing researchers to
remotely assess behaviors as well as internal and physiological
states as they naturally occur in daily life (1,6).
An additional logistical advantage of EMA methods is
that research can be conducted remotely, with participants
never having to come into a research office. Remote
assessment can be particularly useful when assessing
the daily life of hard-to-reach populations, as gathering
adequately sized samples requires a large recruitment
radius, making it nearly impossible to meet face-to-face
with all participants. One such population that poses
recruitment challenges is sexual minority individuals (e.g.,
lesbian, gay, bisexual), who, in the U.S., are marginalized as
well as geographically dispersed (7). Although being able to
remotely assess such populations is a notable advantage of
EMA, these studies are often complex and finding ways to
engage potential participants from afar can be challenging.
Researchers face a variety of obstacles when attempting
to recruit and engage hard-to-reach populations that
includes obtaining high quality samples of relatively small
populations (8). The use of EMA methods adds an extra
layer of difficulty to this process given that EMA may
require participants to use familiar devices in new ways (e.g.,
accessing email/text messages regularly to complete surveys,
using an app to answer surveys) or even to use devices that
may be new to them entirely (e.g., smartphones, wearable
accelerometers). Prior research suggests that beyond
the equipment itself, participants may also experience
uncertainty about how to answer survey prompts (9). The
novelty of the EMA equipment and procedures in addition
to the responsibility of engaging in study procedures each
day can be burdensome for participants (9). It can also
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be challenging for researchers to appropriately engage
participants to ensure sufficiently high compliance with the
study protocol (10,11). To increase study compliance and
data quality, EMA best practices suggest that it is essential
to train participants on all EMA procedures, including how
to adequately complete and manage the prompts (9,10,12).
This is most commonly done in person to allow researchers
to explain the procedures directly. However, when assessing
hard-to-reach populations, it is nearly impossible to
provide in-person training if participants are geographically
dispersed.
One way in which EMA researchers might address the
issue of training remote samples is by creating training
videos to stand in lieu of in-person training sessions. The
use of video as a substitute for face-to-face training has
become increasingly common in education and industry,
allowing individuals more flexibility in their often-busy
schedules (13). Results from the online education literature
suggest there are no differences in comprehension
between students who receive instruction via video versus
in person (13). In addition, past research suggests the
use of video instructions is useful in teaching skills, such
as implementing behavior-analytic techniques often
used in autism interventions (14) and increasing patient
compliance in completing preparation tasks prior to medical
procedures (15). Research has also found that compared to
written materials, video instructions increased participant
performance in software training tasks (16), suggesting that
video may be an appropriate mode to instruct participants
on using new technology.
Given the promising findings of previous research using
video instructions, the primary aim of the present study
was to experimentally examine whether adding videos
to more commonly used written recruitment materials
would improve study consent, reduce study dropout, and
improve survey completion rates for a remote study that
collected daily data during a two-week period from sexual
minority women living across the U.S. As part of a larger
study (17), an experimental design feature was built in such
that participants were assigned to either receive written
materials only or receive the same written materials plus
the information displayed in video format. A secondary
aim of the present study was to examine whether time
spent reviewing the online video materials was associated
with the aforementioned outcomes, as this may indicate if
engagement with the videos led to better outcomes.
We present this article in accordance with the MDAR
checklist (available at http://dx.doi.org/10.21037/
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Methods
Participants and recruitment
As part of a larger study, 376 young sexual minority women
(188 female same-sex couples) were recruited by a market
research firm that specializes in recruiting LGBTQ (lesbian,
gay, bisexual, transgender, queer or questioning) individuals.
All participants met the following criteria: age 18–35,
identifies as cisgender female, in a romantic relationship
with a woman for at least 3 months, sees partner in person
at least once a week, and able to respond to daily surveys
between 6 am and 12 pm. Both members of the couple had
to be willing to participate to be included. As the larger
study focused on relationship factors and alcohol use, in
order for a couple to be eligible for the study, at least one
participant in each couple had to report being only or
mostly attracted to women, had to drink at least three days
in the past two weeks, and have at least one binge drinking
episode (i.e., 4 or more drinks in one sitting) in the past
two weeks. In addition, participants were ineligible if their
partner did not consent (i.e., both partners had to consent)
or if their partner did not complete the baseline survey
(i.e., both partners had to complete baseline prior to being
eligible for the daily surveys). In order to participate in the
study, all participants had to provide informed consent.
Figure 1 shows a flow diagram of participants as they
moved through the study. There was some complexity in
the enrollment process in that participant eligibility was
contingent not only on their own responses, but also their
partners’ responses. For example, as shown in Figure 1,
there were two separate phases when participants were
withdrawn from the study by the researchers: first, 17
participants who consented to participate were withdrawn
because their partners did not consent, and second, one
additional participant was withdrawn by the researchers
after consenting and completing the baseline survey
because her partner did not complete the baseline survey.
There were also three different times in the study when
participants dropped out: prior to completing the baseline
survey, prior to beginning the daily surveys, or during the
daily surveys.
Demographic data are only available for participants
who were eligible to participate and completed the baseline
survey. In total, 326 women provided demographic
information, with a mean age of 27.57 years (SD =3.65,
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range, 19–35). Most (88.3%, n=288) identified as nonLatina. Participants predominately identified as White/
Caucasian (71.5%, n=233), with a minority identifying as
multiracial (10.4%, n=34), Black/African American (8.6%,
n=28), Asian/Asian American (5.8%, n=19), American
Indian/Alaska Native (0.6%, n=2), or another race (3.1%,
n=10).
Written and video materials
Written and video materials were developed to explain
the purpose of the study, the process for completing the
baseline and daily surveys, and the risks and benefits of
participation. The introductory materials also included
a statement about the researchers’ commitment to being
inclusive and sensitive, and noted that some questions may
not be ideally phrased (e.g., terminology regarding sexual
minority individuals in some well-validated questionnaires
may be dated). The written materials corresponded to the
information as what was presented in the videos, and both
conditions included information similar to what would
be presented to participants as part of the screening/
recruitment process and informed consent process of an
in-person study that involved EMA methods. The written
content that was presented to all participants is available as
part of the larger study protocol (17). Based on the written
materials, five videos were professionally developed. Each
video showed a member(s) of the research team in an office
setting describing the relevant study-related material. Each
video was brief, ranging from 1 minute and 33 seconds to
2 minutes and 29 seconds (total video time: 10 minutes
8 seconds; average video time: 2 minutes 2 seconds). The
five video topics were: (I) background on the study; (II)
general study procedures; (III) compensation information;
(IV) benefits and risks; (V) survey content information.
To deliver the written and video materials, two separate
online surveys were developed, one for the writtenonly content and one for the written + video content.
The content was presented on five separate “pages” and
participants were required to progress through them in
order. For the written-only condition, participants only
saw the written information regarding the study. For the
written + video condition, participants saw the video and
could scroll down on the page to view the text. The video
on each page began automatically and participants could
pause or stop the video at any time. They also were able
to progress to the next page without finishing the video
(although they were not explicitly told this was an option
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or encouraged to do so). The survey automatically tracked
the time participants spent on each page (i.e., reviewing
videos and/or written materials). We did not have a video
only condition (without any written materials) because most
EMA studies provide written materials during in-person
studies, so it would be unusual to only provide verbal (or
video) instructions.
Procedures
The study procedure was reviewed by the Old Dominion
University Institutional Review Board (#839097) and it
conforms to the provisions of the Helsinki Declaration (as
revised in 2013). To evaluate the effectiveness of the videos,
couples were randomized in blocks of six to either the
written + video group (videos plus corresponding written
materials) or written-only group (only received information
in the written format). Couples were randomized, as
opposed to individuals, to reduce the possibility of
contamination between partners. Participants were blind to
condition but the researchers were not, as they had to email
the appropriate instructions to participants. Once a couple
expressed interest in the study and was determined to be
eligible, each person received a separate email from research
staff informing them of their eligibility and reminding them
that informed consent was needed from both partners to
participate. This email also contained the link to either the
written + video group or written-only group online survey.
The survey for the written + video group included the five
videos with the corresponding written materials below each
video, while the survey for the written-only groups only
contained the text information.
After reviewing the introductory information (either
written or written + video), participants were presented
with the informed consent document. If participants did
not complete the review of information and consent within
2–3 days, they received a maximum of two reminder
emails (approximately 2–3 days apart). To continue in the
larger study, both partners in the couple were required to
provide informed consent before being sent the baseline
survey. Upon completion of the baseline surveys by both
partners, participants started the 14 days of daily surveys
followed by an end of study survey. All of the surveys were
distributed online, delivered via email, and completed by
participants remotely (i.e., no face-to-face contact with the
research team). Surveys could be completed in their web
browser, so no specific apps were required. Each participant
could receive up to $77 for her participation ($25 USD
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for completing the baseline survey, $3 USD for each daily
survey, and $10 USD as a bonus for completing at least
80% of the daily surveys). Additional procedural details for
the larger study are reported elsewhere (17).
Measures
To examine the primary aim of the present study, the
experimental conditions (written + video and writtenonly) were compared across protocol outcome measures,
including consent rates, dropout rates, and daily diary
survey completion rates. Below is a description of how each
of these constructs was operationalized in this study.
Consent
Consent was determined based on whether participants
decided to participate or not after reviewing the
introductory materials and consent form. This was coded as
0 (no) or 1 (yes) for all individuals who received the emailed
invitation with study materials and accessed the video/
written materials.
Drop out
After consenting to participate, there were three different
times when participants dropped out of the study, as shown
in Figure 1. Participants were considered dropped out if
they did not complete the baseline survey, did not complete
any of the daily surveys, or if they requested to drop out
during the 14 days of daily surveys. Given the low dropout
rates, we created a composite variable that represents
whether participants dropped out at any time during the
study, which was coded as 0 (no) or 1 (yes).
Daily diary survey completion
The daily diary completion was the total number of daily
surveys completed by participants. This was calculated for
all individuals who consented to participate, completed
baseline, and did not drop out of the study.
Video viewing characteristics
For participants assigned to the written + video condition,
we calculated the time spent on the video pages, the number
of videos watched in full, and whether any videos were
watched in full. Although we cannot know if participants
actually watched the videos, the video started automatically
on each page and the time participants spent on each page
was recorded. To calculate the total time spent on the videos
we summed the time spent on each of the five video pages.
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N = 376 individuals (188 couples) invited to
participate
[188 video, 188 written]

n = 365 individuals accessed the video/
written materials
[182 video, 183 written]

n = 11 individuals did not access video/
written materials or consent form
[6 video, 5 written]

n = 12 individuals did not consent
[6 video, 6 written]
n = 353 individuals consented to participate
[176 video, 177 written]

n = 336 individuals sent baseline survey
[164 video, 172 written]

Withdrawn by Researchers
n = 17 individuals
consented but were withdrawn by the
researchers because ineligible (partner
did not consent or access video/written
materials)
[12 video, 5 written]
Dropped Out
n = 9 individuals did not complete baseline
survey
[2 video, 7 written]
Withdrawn by Researchers
n = 1 individual withdrawn by the researchers
because ineligible (partner did not complete
baseline)
[1 written]

n = 326 individuals sent daily surveys
[162 video, 164 written]
Dropped Out
n = 5 individuals did not begin daily surveys
[2 video, 3 written]
n = 321 individuals began the daily surveys
[160 video, 161 written]

n = 317 individuals completed the daily
surveys
[158 video, 159 written]

Dropped Out
n = 4 individuals requested to drop out
during daily surveys
[2 video, 2 written]

Figure 1 Study flow diagram differentiating across written-only (“written”) or video + written (“video”) conditions.

There were instances when participant spent a very long
time on a video (presumably they walked away from the
screen and/or were doing something else after the video
finished). In order to not inflate the time spent on the
videos, in cases where participants spent a very long time on
the page (operationalized as more than double the length
of the video) the length of time was reduced to double the
length of time of the video (with the idea being that some
participants may have wanted to watch a video again). The
number of videos watched in full was calculated (with a buffer
of 10 seconds, i.e., if participants stopped the video with 10
seconds or less to go, it was counted as watched in full), and
ranged from 0 to 5. Finally, we were interested in whether
participants watched any video in full, which was coded as 1
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(yes) or 0 (no).
Data analytic plan
Prior to conducting analyses, we first examined whether the
two groups were equivalent on available demographic and
study-eligibility characteristics. Then, given that individuals
(level 1) were nested within couples (level 2), all analyses
were conducted using multilevel modeling using the HLM
software (18). For each analysis, deviance statistics were
compared for models with random versus fixed slopes,
and the random slope was kept in the final model only
if it significantly improved model fit or the slope had
significant variability (time spent watching videos predicting
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Table 1 Group assignment and video watching predicting consent, dropout, and survey completion rates
Consent

Group
†

Time spent

†

Number of videos watched
†

Any videos watched

B

P

OR

‒0.02

0.968

0.97

0.00

0.829

1.00

0.13

0.653

‒0.13

0.896

Dropout
95% CI

Completion rate

B

P

OR

95% CI

B

‒0.66

0.309

0.52

[0.99, 1.01]

‒0.004

0.101

1.00

[0.99, 1.00]

0.002*

<0.001

1.14

[0.64, 2.01]

‒0.56

0.134

0.57

[0.27, 1.19]

0.26*

<0.001

0.87

[0.12, 6.62]

‒0.46

0.572

0.63

[0.13, 3.17]

0.89*

0.002

0.50

P
0.141

OR, odd ratio; Robust standard errors were used for all analyses. Unit-specific models were used for the Bernoulli-distributed outcomes. *,
P<0.05; †, the reduced sample of the video group only (n=180 for consent, n=164 for dropout, n=158 for compliance).

completion rate and number of videos watched predicting
completion rate). For all other analyses, the models with
fixed slopes were reported. Time spent watching the videos
and number of videos watched were both grand-mean
centered for the multilevel analysis. The full sample was
used for analyses where group assignment (written-only
or written + video) predicted consent, dropout, and survey
completion rate in separate models. The sample was then
narrowed to only the written + video group for analyses
where video watching (time spent, number of videos, or
watching any videos) predicted consent, dropout, and survey
completion rate in separate models.
Results
Consent, dropout, and daily survey completion
The two groups were first compared on screening survey
characteristics to examine whether randomization worked.
The groups were not significantly different across age,
attraction, sexual identity, time in relationship, number of
drinking days in the past two weeks, or highest number of
drinks. The proportion of participants seeing their partner
6-7 days per week was significantly higher in the writtenonly group (n=161; 88.0%) than the written + video group
(n=138; 75.8%). However, this variable (frequency of seeing
their partner) was not significantly associated with any of
the outcome variables (i.e., rates of consent, dropout, or
compliance) and thus was not included as a covariate in the
main analyses.
Table 1 presents the effect of group on consent rates,
dropout, and daily survey completion rates. Across both
experimental groups, the number of eligible participants
who reviewed the written-only/written + video materials
was very high with 365 of the 376 potentially eligible
women (97.1%) accessing the online survey they were sent
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with the introductory materials. Of the 365 women who
reviewed the materials, 96.7% (n=353) consented. As shown
in Table 1, consent rates did not differ by experimental
condition (P=0.968), with 96.7% of each group consenting
to participate (i.e., 6 participants in each group did not
consent).
Regarding study dropout, overall dropout was low. As
shown in Figure 1, a total of 18 participants dropped out
of the study (9 did not complete baseline, 5 did not begin
the daily surveys, and 4 requested to drop out during the
daily surveys) and 317 individuals successfully completed
the study, indicating that 5.4% (18 of 335) of eligible
and consented participants dropped out of the study. Six
participants in the written + video group dropped out (3.6%;
6 of 164), and 12 participants in the written-only group
dropped out (7.0%; 12 of 171). As shown in Table 1, there
was no significant difference in dropout rates between the
two groups (P=0.309).
Of the 317 participants who completed the daily portion
of the survey, overall daily survey completion rates were
high with participants completing a mean of 12.66 (SD
=2.34) of the 14 daily surveys (90.4%). Participants who
received the written-only materials completed a mean of
12.37 (SD =2.53) days of the daily surveys (88.4%) and
those assigned to the written + video group completed a
mean of 12.95 (SD =2.11) days of the daily surveys (92.5%);
these group differences were not statistically significant as is
shown in Table 1 (P=0.141).
Video viewing characteristics
A secondary aim of the study was to explore the timing data
from those participants who were assigned to the written +
video condition. Overall, participants spent an average of
293.97 seconds (SD =227.95) or 4 minutes and 54 seconds
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Table 2 Time spent watching videos
Video

Actual length (s)

M (s)

SD

% watched full video

Video 1: Study Background

112

54.73

60.30

32.2%

Video 2: General Procedures

131

51.79

64.43

27.9%

Video 3: Compensation

149

39.26

49.58

12.3%

Video 4: Benefits and Risks

123

42.24

49.48

11.2%

Video 5: Survey Content Information

93

36.31

39.05

14.0%

s, seconds.

reviewing the videos, which is about half of the total time
of all videos (10 minutes 8 seconds total). As described
previously, we also created a variable that reflected whether
a participant watched each video in full. Across the sample
of participants in the video condition, 6.7% (n=12) watched
all of the videos in full, 1.7% (n=3) watched four videos,
5.0% (n=9) watched three videos, 8.9% (n=16) watched
two videos, 24.4% (n=44) watched one video, and 53.3%
(n=96) did not watch any of the videos in full. Table 2
presents the actual duration of each video, mean length
of time participants spent watching each video, and the
percent of participants who watched each video in full.
Next, we explored how time spent watching the videos was
associated with our primary outcome variables. As is shown
in Table 1, participants who spent more time watching the
videos, watched more of the videos in full, and watched at
least one video in full had higher survey completion rates
than participants spending less time watching videos and
watching fewer videos in full (Ps<0.002). There were no
effects of any of these video watching characteristics on
consent or dropout rates.
Discussion
The goal of the present study was to examine if video
presentation of information improved study consent,
reduced study dropout, and/or improved daily survey
completion rates among a hard-to-reach population
accessed remotely. This was accomplished by embedding
an experimental design into a larger study that enrolled
same-sex female couples who completed a 14-day daily
diary protocol. This was one of the first studies that used
remote online daily diary collection methods with same-sex
female couples, and thus, when planning this study, we were
concerned about participant engagement and compliance
with the study procedures. As a result, we developed a series
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of videos to explain the research goals and procedures to
participants, and decided to build a design feature into the
study to evaluate the utility of these video instructions.
In sum, we had very high consent rates (97.1%), very low
dropout rates (5.4%) and very high daily survey completion
rates (90.4%) across both the written-only and written +
video groups, and no significant group differences were
seen on any of these three outcome measures, likely, at least
in part, due to ceiling and floor effects.
Although sexual minority individuals may be considered
a “hard-to-reach” population, our potential participants
appeared highly motivated to take part in research, and
thus our findings suggest video recruitment materials were
not necessary to improve participation in this study. It
is likely that our sample, recruited by a market research
firm that conducted initial screening of participants
prior to referring them to our research team, was already
familiar with online survey completion and the incentives
for doing so. Further, their membership on the market
research firm’s panel reflects motivation to participate
in research projects. However, it should be noted that
it is likely only one partner within the couple was in the
firm’s panel prior to our study, and thus, at least half of
our sample may not have been familiar with participating
in psychological or health research prior to enrolling in
this study. Nonetheless, the current sample may not be
representative of a more general sample of sexual minority
women in terms of motivation, experience with research,
and familiarity with online data collection. People who are
less familiar with research may need the additional modality
of video instructions to complete the study successfully. In
addition, the present study involved completing 14 daily
surveys, with participants receiving an email each morning
with the survey link. Given that our participants were all
young adults ages 18–35, this is likely a task for that they
already had considerable familiarity. More complex study
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designs—such as EMA studies with multiple daily prompts
or the need to self-initiate surveys, or studies requiring
participants to learn how to use an app on a smartphone
or other assessment devices (e.g., accelerometers)—may
require more extensive instructions and training, even if the
sample is highly motivated for research.
In addition to our primary outcome analyses, we also
explored whether characteristics of video viewing were
associated with consent rates, dropout rates, and/or daily
survey completion. We found that in the written + video
group, participants who spent more time viewing the videos
also completed more of the daily surveys. Although this
finding may indicate that viewing the videos increased
participants’ interest and investment in the study, it is also
possible (and probably more likely) that participants who
were more compliant with the instructions to view the
videos were also more compliant with completing the daily
surveys due to underlying personality characteristics (e.g.,
conscientiousness). This finding could have two potential
implications for future study designs. First, researchers
could use pre-study activities (e.g., watching videos,
reviewing study instructions, completing practice surveys)
as a way to identify participants who may be at risk for study
non-compliance. This approach has been used in previous
EMA studies where researchers use a “practice phase” of
the EMA portion of the study, which consists of completing
the EMA protocol for several days, but these data are not
used in analyses (19); for a few examples, see Chen, Cordier,
and Brown (20) and two studies described in Zawadzki
et al. (21). At the end of this period, participants’ compliance
issues could be addressed in several ways prior to continuing
data collection. For example, in the Effects of Stress on
Cognitive Aging, Physiology and Emotion (ESCAPE)
Project, participants completed a 2-day “practice phase” of
EMA data collection and only participants who completed
at least 80% of all assessments during the practice phase
were eligible to continue in the study (22), which can help
to improve compliance for the final sample. Second, an
alternative to requiring a minimum level of compliance
would be to use data collected during a training or practice
phase to inform the level of support that a given participant
may require to achieve adequate compliance. For instance,
participants who are non-compliant (or less compliant)
with training or practice activities could receive additional
support or reminders during the study. In order to help
enhance our understanding of methodological and training
issues in EMA studies, researchers could use sequential,
multiple assignment, randomized trails (SMARTs), whereby

© mHealth. All rights reserved.

mHealth, 2021

participants are randomly assigned to different follow-up
or support conditions at various stages of the study (23).
Such an approach could help inform future research in
determining the optimal level of support that participants
need, without allocating excessive resources to training
of participants who may be compliant with more minimal
support.
Limitations and future directions
There are several limitations in this study that must be
acknowledged. These findings may not generalize to
those less familiar with research, other age groups beyond
young adults, and to those participating in studies using
more complex data collection procedures involving devices
such as an accelerometer or an app. Further, the degree
to which participating as a couple may have enhanced
compliance compared to individual participation is not
known. Examining the benefit of video instructions or
alternate training methods across a wide variety of EMA
study designs, age groups, and participant characteristics
is warranted. Future research using embedded design
features to increase our understanding of how to maximize
quality of EMA study design and implementation is
essential. Information generated from these experimental
manipulations may be especially important for populations
less inclined to participate in EMA studies, who are less
familiar with research, and who participate in studies with
more complex designs.
Conclusions
The embedded experimental design of this study permitted
investigation of whether video-instructions were “valueadded” in terms of participant training and compliance
outcomes in a 14-day daily diary study in a sample of female
same-sex couples. The present sample appears to be highly
motivated, and thus, compliance with the study protocol was
excellent overall. Video instructions did not result in increased
likelihood of consent, decreased likelihood of dropout, or
contribute to more completed daily surveys. It is important to
replicate these findings in samples less inclined to participate
in, and less familiar with research, as well as for studies with
more complex protocols (e.g., involving learning a new app
or device, or participant-initiated surveys). Understanding
best practices for remotely training participants is essential as
researchers increasingly use complex EMA designs to collect
data in real life and real time.
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